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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm Based on record review, review of the facility's Abuse Policy and Procedure and interview, the facility failed
to report an injury of unknown origin to the State Agency for 1 of 4 sampled resident who had an injury of

Residents Affected - Few unknown origin. On 8/19/25, a review of R1's clinical record was completed. Documentation indicated R1

has many diagnoses including mental health issues, dementia and cognitive impairments. Documentation in
a nurse's note dated 7/24/25, indicted that in the early evening R1 told a staff member that they had injured
their finger. When asked what happened, R1 told the nurse it happened from a fall.On 8/19/25 at 9:45 a.m.,
in an interview with Certified Nurse Assistant #1 (CNA1), she stated the resident told her it happened when
she fell, but did not know where or when. CNA1 stated the resident is not reliable in what he/she says. CNA1
stated the resident has behavior problems and could have hurt her finger in a number of different ways. A
review of the facility's Abuse Policy and Procedure indicated under the Section: Reporting Allegations to the
Administrator and Authorities: #1 If resident abuse, neglect, exploitation, misappropriation of resident
property or injury of unknown origin source is suspected, the suspicion must be reported immediately to the
Administrator and to other officials according to state law.#2 The Administrator or the individual making the
allegation immediately reports his or her suspicion to the following persons or agencies: a. The state
licensing/certification agency.On 8/19/25 at 10:45 a.m. in an interview with the surveyor, the Administrator
and the Assistant Director of Nursing (ADON) stated R1 has impaired cognition and mental health
diagnoses. The ADON stated when they were notified of the incident, they were told that the resident said
she fell out of bed. The ADON stated it was an unwitnessed fall with injury. The resident is a poor historian,
and it could have been a fall or something else could have caused the injury. The Administrator confirmed
that the resident's recall of events could be unreliable, and the injury was of unknown origin and should have
been reported to the State Agency.
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